complete nipple-areola complex necrosis (p<0.0001), explantation (p<0.0001), cell3ulitis treated with oral (p=0.0008) and intravenous (p=0.0126) antibiotics, abscess (p=0.0254), and seroma (p=0.0126) compared to NSMs in the intermediate group.
complete nipple-areola complex necrosis (p<0.0001), explantation (p<0.0001), cell3ulitis treated with oral (p=0.0008) and intravenous (p=0.0126) antibiotics, abscess (p=0.0254), and seroma (p=0.0126) compared to NSMs in the intermediate group.
Compared to small NSMs, NSMs in the large group had greater major mastectomy flap necrosis (p<0.0001), complete (p<0.0001) and partial (p=0.0409) nipple-areola complex necrosis, explantation (p<0.0001), cellulitis treated with oral (p<0.0001) and intravenous (p<0.0001) antibiotics, abscess (p=0.0119) and seroma (p<0.0001).
NSMs in the intermediate group were more likely to experience major (p<0.0001) and minor (p<0.0001) mastectomy flap necrosis, complete (p=0.0015) and partial (p<0.0001) nipple-areola complex necrosis, cellulitis treated with oral antibiotics (p=0.0062), and seroma (p=0.0248) compared to small NSMs.
A logistic regression analysis examining risk for occurrence of any complication was performed. Mastectomy weight ≥800 grams (p<0.0001; Odds Ratio [OR] 5.108), mastectomy weight between 799 and 400 grams (p<0.0001; OR 2.614), immediate, permanent implant reconstruction (p=0.037; OR 1.699) and follow-up time (p=0.003; OR 0.981) were positively predictive of occurrence of any complication with immediate breast reconstruction after NSM.
CONCLUSION:
Trends and outcomes in immediate NSM reconstruction are greatly influenced by mastectomy weight and breast size. Progressively greater reconstructive complications, including ischemic and infectious complications, were significantly associated with increasing mastectomy weight in NSM. With this information, risk stratification and patient selection may be further optimized as a rising number of patients present to plastic surgeons for consideration of immediate breast reconstruction after NSM. The prevalence of obesity is growing therefore breast reconstruction in the obese patient is becoming the norm rather than the exception. Our aim is to stratify risks associated with implant-based breast reconstruction complications in this expanding population.
Operative Risk Stratification and

METHODS:
A review of consecutive obese women (BMI ≥ 30) who underwent mastectomy and implant breast reconstruction over a 10-year period was performed. Patient demographics, co-morbidities, oncologic treatments, reconstructive procedures and their complications were recorded.
RESULTS:
One hundred fifty-one patients (242 breast reconstructions) were included with a mean follow-up of 28 months. Average age was 52.8 years and average BMI was 36 (range 30-60). Eighty percent of cases were immediate and 20% delayed reconstructions. Acellular dermal matrices (ADMs) were utilized in 58% of cases. Twenty six percent of patients included had diabetes with a third of these women achieving perioperative glycemic control. Eighteen percent of women were active smokers and 34% had a history of radiotherapy in their cancer care. Major complications developed in 42% of patients and minor complications in 12% of patients. Complication rates were analyzed per breast and included 3% hematoma, 5% seroma, 8% incisional wound breakdown, 11% mastectomy skin flap necrosis and 21% infection. Twenty six percent of reconstructed breasts required explantation. Completed reconstruction, defined as placement of a permanent implant, was not achieved in 21% of these women. Seventy percent of the women who did not complete reconstruction did not do so secondary to a complication requiring implant removal.
Patients with prior radiation were three times as likely to develop an infection (p=0.008, OR 2.3, 95% CI 1.24-4.36) and 2.5 times as likely to undergo explantation (p=0.002, OR 2.46, 95% CI 1.36-4.45). Skin flap necrosis was three times as likely in current smokers (p=0.01, OR 3.15 95% CI 1.29-7.716). Increased rates of incisional wound breakdown were associated with increasing age (p=0.005, OR 1.1, 95% CI 1.07-1.13), smoking (0.0035 OR 4.34, CI 1.62-11.62) and radiation (p=0.023, OR 2.80, 95% CI 1.1-7.46). Reconstructive completion was reduced by the presence of diabetes (OR 2.61, 95% CI 1.13-6.01).
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Increasing BMI class (WHO obesity class 1-3), delayed breast reconstruction, and use of ADM were not associated with increasing complication rates.
CONCLUSION:
While obesity alone increases implant breast reconstruction complication rates, the presence of additional risk factors, particularly smoking and prior radiation, compounds these rates. Increasing BMI within this subgroup is not associated with further complication risk. Surgical modifications, such as delayed breast reconstruction timing and foregoing the use of ADMs, do not appear to reduce complication rates. Women who fall into this subgroup of breast reconstruction patients have a significant chance that they may not achieve reconstruction completion and should be counseled regarding this possibility.
REFERENCES:
1 A crude, unadjusted multivariate logistic regression analysis examining for the occurrence of any complication revealed a significant difference among the six cohorts of varying NSM incisions (p<0.001). Two bookend cohorts emerged with vertical radial (16.1%) and inframammary fold incisions (21.0%) having lower overall complication rates while lateral radial (31.6%), Wise pattern (50.0%), previous (45.7%), and periareolar (36.8%) experienced higher overall rates. Post-hoc adjusted z-tests were performed which identified the vertical radial and inframammary fold incision cohorts as homogeneous subgroups.
Full and reduced models of the multivariate logistic regression analysis were then performed to determine adjusted outcomes. The Hosmer and Lemeshow chi-square test results were insignificant for both the full and reduced multivariate regression models (p=0.401; p=0.061), indicating good fit. In the full model, age (p=0.013) and body-mass index (p<0.001) emerged as significant risk factors for the occurrence of any complication with NSM and were included in the reduced model. In the reduced multivariate logistic regression model, inframammary fold incisions
